Myocardial perfusion imaging (MPI) reports play a critical role in communicating results to referring physicians. A well-structured report is succinct, easy to understand and guides physicians in appropriate decision-making. Although the structure of MPI reports may differ across institutions and countries, they serve a common goal of informing the referring physician. In Japan, there are no standard reporting guidelines. However it is desirable to follow standards published in peer-reviewed consensus statements and guidelines. We review current North stress testing data; ECG data; imaging data; overall interpretation (3).
S
tress/rest myocardial perfusion imaging (MPI) is used to assess patients with suspected or documented coronary artery disease. As such, the MPI report must convey sufficient information for diagnostic and therapeutic decision making while simultaneously remaining succinct for busy clinicians. It is desirable to follow a defined structure that includes important and salient data elements. The European Association of Nuclear Medicine (EANM) and the American Society of Nuclear Cardiology (ASNC) have published consensus statement and reporting guidelines (1) (2) (3) (4) (5) . This review will focus on a reporting structure for MPI with single photon emission computed tomography (SPECT-MPI).
The standard structure of a myocardial perfusion imaging report
A structured report should be composed of standard components that can be easily reviewed by clinicians. stress testing data; ECG data; imaging data; overall interpretation (3).
Administrative data
Administrative data includes information (patient name, date of birth, sex, unique identifiers, address, contact information, name and affiliation of the referring physician) which ensures correct identification of the patient and to whom the results will be sent. 
Patient demographics
Patient demographics and clinical information are reported so that the MPI images can be interpreted in clinical context. The patient's symptoms, previous cardiac history, coronary risk factors, and active medications should be described. Pretest probability of obstructive coronary artery disease can be calculated by Diamond Forrester risk stratification (6) . The appropriateness of the study (appropriate, may be appropriate, rarely appropriate) may also be stated to educate the referring physician (7).
Stress information
Baseline vital signs should be documented for comparison with the stress data. The type of stress (i. e., exercise or pharmacological) should be reported. For exercise stress, the exercise protocol (e.g., Bruce, modified Bruce, or Naughton), duration of exercise, peak heart rate and blood pressure should be included. For pharmacological stress, the pharmacological agent and reversal agents used, the dose administered, the infusion rate and duration, hemodynamic changes, and adjunctive exercise should be described. Any other high risk features should be highlighted.
Rest and stress ECG interpretation
It is important to interpret the resting ECG and note any (9) . The report should also include whether or not the patient developed chest pain. Specific to exercise stress studies, the reason for stopping exercise should be stated, and, if the Bruce protocol is used, the Duke treadmill score may be reported (10) .
Imaging data
In this section, the imaging process including the protocol utilized (1-day or 2-day protocol for 
Conclusion
MPI reports must contain adequate information structured in a way that highlights the pertinent findings to allow guidance of physician decision-making. At the same time, it must be concise and easy to understand. Following a standardized reporting scheme based on consensus statements and guidelines as described above is essential to achieving these goals and ensuring high-quality patient care. Post stress images demonstrate a moderate to severe reduction in tracer uptake in the entire anteroseptal wall, apical wall segments, and apex with significant improvement on rest imaging. This is consistent with a large area of moderate ischemia and a small area of nontransmural scar in the LAD territory. % LV ischemia=17.6%. % LV scar=4.4% 4. LV FUNCTION-REST: Normal LV ejection fraction. Normal LV cavity size. Mild hypokinesis of the anteroseptal wall. POST-STRESS: Moderate hypokinesis of the anteroseptal wall, apical wall segments, and apex which is compatible with post ischemic stunning. No significant change in the LV ejection fraction or cavity size. Post stress images demonstrate a moderate reduction in tracer uptake in the basal to apical segments of the anterior, anterolateral, and inferolateral walls with complete improvement on rest images. This is consistent with a large area of moderate ischemia in the territory of the LCx and LAD (sparing the apex, suggesting that the graft to the LAD is patent). % LV ischemia=17.6%. % LV scar=0%. 4. LV FUNCTION-REST: Normal LV size, ejection fraction and wall motion. Paradoxical septal motion consistent with previous cardiac surgery. POST-STRESS: No significant change compared to rest imaging.
